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! DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 Baptist Henlth Carc Canter does not
agree that any deficicncics existey i ineluding the T
1 Arecertification survey and complaint o - -itlleged deffciencies that” are the sibject of the-
| investigation #32426, #32641, and #33500, were { attached response. The facility dois not admit the
| completed on April 21 - 23, 2014, at Bapfist facts or the conclusions set out it any survey ot
Health Care Center. No deficiencies were cited statement of deﬁc:cuc_:lcs, but mak! 8 this response
related to complaint investigation #32428, :; ‘;f:f :,(; ci{:: Iﬂin‘::ﬂtln:tf:tc :011 dq. ::ac:letl)ﬂcl:l‘: af!':::
.D eﬁcrgnc[es were cited m!at,ed to complaint residents. The facility is not waiv ng its rights to
nvestigation #32641 and #33500, under 42 CFR dispute any survey or deficiency, or to raise agy
P AF\"T.483- Requirements for Long Term Care defenses, whether in  an infirmal dispute
Facilities, ) resolution, a formal appeal, or amy” other Jegal or
' F224: 483.13(c) PROHIBIT - ] SR " administrative procecding. The ficility does not
88=D MISTREATMENT{NEG’LECT{M]SAPPROPR[ATN admit that any actions taken in 725ponse to the
. : i . notice of deficiencies canstitute the applicable
The facility must develop and implement written standard of care ?orlong-term carcprovidl:rs_sc'}‘his
policies and procedures that prohilbit plan t.)f correctian serves as the allegation of
* mistreatment, neglect, and sbuse of residents cpmplmncc ard will be prowc!ed 12 the members
N S N ol the QAPI team at next meeting,
and misappropriation of resident property.
483.13(c) PROMIBIT :
F 224 MISTREATEMENT/N EGLECT/MISAT
ROPRIATION
. 1) On April 25, 2014 the Adminjstrator
This REQUIREMENT Is riot met as evidenced reviewed the State and Federal Feporting
by: : regulations to familiarize sedf with the
Based on medical record review, review of an ‘Tegulations expected. On April 25, 2014 the
untitled facility report, review of facility policy, and Administrator and Director of Nursin g
interview, the facility fafted to implement written reviewed and revised the facility policies and
policies and procedures to prohibit mistreatmant procedures or abuse inveg dgation and
-.| @nd abuse for one resident (#92) of three reporting to ensure policy was in compliance
" | residents reviewed for abuse of twenty-nine with regulations, Per revised pclicy attached,
residents reviewed. the Administrator or designee will be
responsible for the investigition of all
1 The findings included: allegations of abuse, mistreatsient, neglect,
. and - misappropriation of pr operty SEE
Resident #92 was admitted 1o the facility on POLICY ATTACHMENT #4.
February 28, 2011, with diagnoses including
Alzheimer's Dementia, Depression, and Seizure Or May 9, 2014 the DON obta ned a written
Dizorder. statement from acansed CNA #2, and CNA
LABO TITLE

Pusfgai%rfssmmwe's SIGNATURE

DIRECTORwi?vgty

\ y/n

Any deficiency statement ending with an asterisk () denotes a geficiency which the institution may be excused from Gomecting previding it is determined that
ther safeguards provide sufficient protection to the patients, (See instrietions.) Except for nursing hames, he findings stated abyve are disclosable 90 days

foliowing the date of survay whether or not a plan of corection is

provided, For nursing homes, the above findings and plans of correction are disclosable 14

Jays following the date these documents are made available to the facllity. if deficencles are ciled, an approvad plan of correctis 1 is requisite to conlinued

Jrogram participation,

Event ID:81M711

“ORM CMS«éSB?(Oz-QQ) Previous Versions Obsolate

Facility 15; TNS302

10F16



DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 05/07/2014

FORM APP
S&EEI\;ERS FSR MEDICARE & MEDICAID SERVICES ‘ OoMB 1\?0. 0932%%3?
NT OF DEFIGIENCIES X4} PROVID
Mo RorcoReerion © | FEYRERETIe | AT comriorion 00 BATe Sumye
S— - __ : 44E24s _{ BwinG : ol . 0412312014 .
NAME'OF PROVIDER OR SUPFLIER ' ' STREET ADDRESS, CITY, STATE, ZIF COOE
BAPTIST HEALTH CARE CENTER 700 WILLIAMS FERRY RD
) LENOIR CITY, TN 37771 _
(X9 D SUMMARY STATEMENT OF DEFICIENGIES ] i) f PROVIDER'S PLAM OF CORREGTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S HOULD: BE COMPLETION
TAG REGULATORY ORLSC DEMTIFYING INFDRNMT!ON) TAG CROSS-REFERENCED TO THE AS'PROPRIATE DATE
, DEFICIENCY)
g i
F 224 | Continued From page 1 1' F 224! #3 who observed the incident on March 11,
20i4.
Medical record.review of the Quarter] Mintmum- SRR o T . .
 Data Set (MDS) dated April 14, 2014, revealad On May J2, 2014 the Hunan Resource
the resident was severely cognitively impaired Director abtained a written statement from
and required extensive assistance with activities the accuser, housekeeper who observed the
of daily living. incident on March 1, 2014, The Human
_ Resource Director also requested 2 weitten
Review of an untitted facility report dated April 10, statement from housekeeper co:cerning theic
2014, revealed the facility was Informed by an peing. with Administrator on April 11,
investigator from Adult Profective Services (APS) 2014
of allegations of abuse of resident {#92) by : : : : : . .
Certified Nursing Assistant (CNA) #6 on March . On May 9, 2014 DON attemgted to obtain
12, 2014, Continued review revealed an - , CNA  #4  written  statemeit of  their
allegation CNA#6 had inserted the fingers of a - . observation of the March 11, 71014 incident
partially inflated latex glove into the mouth of the but was unable to be obtained d 1e to CNA #4
j resident while making sexually suggestive termination on Masch 21, 2014
i comments about the resident in the presence of - -
! four other staff members. Continued review of On May 9, 2014 the Administ ator obtained
| the untitied facility repart revealed the facility did a written statement from the DON who was a
not suspend CNA #6 nor complete interviews with witness to the interviews concicted by the
all potential withesses of the alleged event. Administrator on March 13, 2014 of the
Continued review of the uniitled facility report accused CNA #1 & #2, CNA #3 witnesses
revealed the facility had not repcrted the atleged and housekeeper witness,
occurrence to the family or responsible party of
the resident, nor had the facility informed the - : On May 9 & 12, 2014 the Hwaan Resource
State Agency of the allegations. Director and/or DON conducted one on one
i meeting with CNA#2, & #3 anc! housekeeper
Review of facility policy, Abuse Prevention concerning the timely reporting of altegations
Program, undated revealad, "...the Nursing of abuse.
Supervisor will...Suspend from em ployment
andfor remove from the premises any person On March 13, 2014 the .Sdministrator
who alleged to have committed to the conducted an interview with INA #1, the
occurrence...complete an Incident Report and CNA #1 was terminated based on their
i compile a list of staff and visitors presentiy in the admission of horse playing wit} a fatex glove
| facility...Administrator or Director of Nursing - blown up like a balloon in a resident room.
i will...thoroughly investigate...al!egations...through
j onsite interview...observations...affidavits taken On April 11, 2014, afier the investigative
| from persons who may have knowledge of the visit of APS, the Administrator did not
 alleged incident...inform the Department of
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£ 204 éon finued From page 2 F 204! Substantiate any allegation of abuse based..on

Health, Health Facilities Regional Office by
telephone...a report.of abuse has been received
and an investigation is beginning...nofify the -
family or responsible party...”

; Interview with the Administratar

{2014, and closed the investigation one week

' if Interview with the Administrator on April 23, 2104, ]

on April 21, 2014, !
at 2:15 p.m., in the conference room revealed the
Administrator reported during the week of April
10, 2014, APS investigated an incident at the
facility refated to "employee misused gloves" and
stated the facility did not report the alleged
occurrence to the State Agehey as the facility had
investigated the incident and determined the
incident "was simple horseplay.” Continued ,
interview with the Administrator revealed APS had
investigated the incident the week of April 10,

later. The Administrator stated "nothing reportable
we are aware of occurred.”

Interview with the Director of Nurisng (DON) on®
Aprit 21, 2014, at 3:55 p-m,, in the DON's office
revealed APS visited the facility the week of April
8, 2014, with "a vague allegation of lewd
comments made as a glave placed in a resident's
mouth."

Interview with the DON on April 23, 2014, at 3:35
p.m., in the faciiity chapel confirmed on April 10,
2014, the facility was made aware of the
allegations of abuse and failed to suspend the

; accused employee(s) pending an investigation of
! the incident; failed to document the facility

{ investigation of the incident; failed to notify

: families or responsible parties of the residents
i involved; and failed to follow the faciiities policies

; related to abuse reporting and abuse prohibltion.

inlerviews on March 13, April 10 nd 13, 2014,
Writlen statements were obtnined o May 9, 2014
from.CNA #2, and CNA #3 and ow May [2, 2014
from housekeeper. The written stztement of the
housekezper was different from il e other staff
members that were present in the rest Jent’s TO0m ag
the new statement had additional info mation added.
The Administrator’s interviews condusted on March
13, 2014 was witnessed by DON vith CNA’s &
Housekecper. On May 9, 2014 ihe Adminiserator
obtained a written statement of the DON’s wilness of
that meeting.

Attachments #1; Written statement of
CNA’s #2, #3, DON and House keeper.

Oa April 23, 2004 the Administrs or and DON
visited with the Responsible Party of tl.c resident #92
after Survey conducted on April 21, 112, 823, 2014

conceraing reparts of allegations of abuse to resident
#92,

2) On April 28, 2014 DON and  Administrator
interviewed all interview able resic leats for any
possible abuse from CNA #1 & CNA 2 or any other
staff. No report of abuse was identific 1,

OnMay 1, 8,09 i2 & 13, 2014 the ADON and/or
HRD conducted inservices for all facils ty staff (RN’s,
LPN's,  CNA'g, Housekeeping, Laundry,
Maintenance, Dietary, Therapy staff, 2 dminisiration,
Business Office) on abuse, mistreatme i, neglect and
misappsopriation of property emph:sizing timely
reposting, what is abuge, and who to teport to. Any
staff not atlending mandatory inservices will not be
allowed to work until they have altende d the inserviee
trainivg. SEE STAFF LIST ATTAC HMENT #5
Beginning May 1, 2014, all new enployecs will
compleie Iraining of the alwse, neglect, and
misappropriation of property protoca s through the
new hire oricniation process fo ensue awareness of
timely eeporting, what is abuse and who to raport to.
Consultants, volunteers and tempr g 2l personnet
have atso been provided with o capy of the nowly
revised policy o ensure awsreneis of Hmely
reporting, what is ahuse and wlo to raport to.
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{been found guilty of abusing, neglecting, or

-court of law against an employee, which would

including injuries of unknown source and

The facility must not em ploy individuals who have

mistreating residenis by a court of law; or have
had afinding entered into the State nurse aide
registry concerning abuse, negleet, mistreatment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions bya

indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that alf alleged violations
involving mistreatment, negiect, or abuse,

misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law

_ FORM APPROVE
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, »  DEFICIENG
[
o : 3) Beginning May 1, 2034, the Administrator will
F 224! Continued From page 3 F 2241 monitor on a weekly basis any alle ations of abuse
at 3:55 p.m., in the facility chapel confirmed the and report them fo Stale within 5 working days. The .
facility was aware of allegations of abuse on Agril weckly manitoring will be conductec for 3 months. 7
10,.2014. Continued interview Pevealed the . - Beginning May 1, 2014 the HR Coordinator agd :
untitted facility report dated April 10, 2014, which DON will monitor uli investigred reports of
Summarized the factlity findings were prepared on allegations of sbuse, neglect misaspeopriation of
April 21, 2014, Further interview confirmed the Elﬁﬂrﬁnf::mﬁfaﬁpgf:;:[Es‘:ﬂ; :gcﬂr:;ﬁzr;;g
facility failed _to com Plem- a th{Ough anG{StlQation and written statements are abtained from all parties
of the allagatu_)ns per fa'CIIity policy and failed fo involved. This monitoring will contir e for 3 months
document an investigation of the allegations of or until substantial corapliance iz obttned,
abuse prior to April 21, 2014. Continued interview AU allegations  of abuse, neglect  and
confirmed the facility had fadled 1o suspend the . A . ‘
) ! : - . Mmisappropriation of property will be reported to
| @ccused person(s) a"e.QECI to be involved in the . QAP! commitice quarterly and will provide a brief
occurrence and had failed t('J ff.‘!!fow the facility description _of any  ahuse, neglect  and
. -4 policy related to abuse prohibition. Inisappropriation of property.
N . . 4). Beginning May 1, 2014 e Ad ninistratar and
29 C/O #33500 o DON will report (o flic quarterly QA1 commiittee of
F225) 483.13(c)(1 ii)-(iii), (c)(2) - 4) -any reports of abuse, neglect or miss ppropriation of
88=D | INVESTIGATE/REPORT - roperty.  The Administrator will report to the )
ALLEGATIONS/ NDIVIDUALS Governing Body at its next meeting concerning this 5 lé) )
monitering,
F 225 | 483.13(c) (L)(iDGib), (c)(2)-(4)
. INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

1) On April 25, 2014 the Administraior reviewed the
State and Federal reporting regulations to familiarize
self with the regulations expected, On April 25,2014
the Administrator and Director of Nrirsiop reviewed
and revised 1he facility policies and procedures on
abuse investigation aud reporting ki ensure policy
wis Jn compliance with regulation.. - Per revised
policy atlached, the Administrator or . lesignee will be
responsible for the investigation of ail allegations of
abuse, neglect, and misappropriation of property per
SEE POLICY ATTACHMIINT #4

On May 9, 2014 the DON oblained @ written
statement from accused CNA #2, anf CNA #3 who
obscrved the incideal on March 11, 2014,

On May 12, 2014 the Human Rerource Director
obiained a written sirtement from
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES {x5)
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DEFICIENCY)
F 225} Continued From page 4 F 295/ the accuser, housckeeper who obsérved. the

investigation is in progress.

'] aflegations of abuse to the Department of Hezlth

: residents reviewed.

: February 28, 2011, with diagnoses including

through established procedures {including to the
State survey and certification agency), .

The facility must have evidence that all aleged
violations are thoraughly investigated, and must
prevent further potential abuse while the

The results of all investigations must be reported
to the administrator or his dasignated
representative and to.other officials in accordance
with State law {including to the State survey and
certification agency} within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT s not met as evidenced
by:

Based on medical record review, review of
untitled facility reports, review of fagility policy,
and interview, the facility failed to report

in accordance with state law through established
procedures for one resident (#92) of three
residents reviewed for abuse of twenty-nine

The findings included:

Resident #92 was admitted fo the facillty on

Aizheimer's Dementia, Depressioh, and Seizure
Disorder,

Medical record review of the Quarterly Minimum
Data Set (MDS) dated Aprit 14, 201 4, revealed
the resident was severely cognitively impaired

incident on March 11, 2014, The Human
Resource Director also reques ed a wriiten
‘statement fyom housekeeper cotcerning their
meeting with Administrator ¢n April 11,
2014.

On May 9, 2014 DON attempled te obtain
CNA #4 writtes statemert of their
observation of the March 11, 2814 incident
but was unable to be obtained die to CNA #4
termination on March 21, 2014,

On May 9, 2014 the Administritor obiained
a written statement from the DCN who was
witness to the interviews conducted by the
Administrator on March 13, 2014 of the
aceused CNA #1 & #2, CNA #3 wifnesses
and honsekeeper witness.

On May 9 & 12, 2014 the Human Resource
Director and/or DON conductei one on one
nieeting with CNA#2, & #3 and housekeeper
concerning the timeky reporting .o allegations
of abuse,

On March 13, 2014 the Administrator
conducted an interview with CNA #1, the
CNA #1 was terminated bazred on their
admission of horse playing with a latex glove
blown up like a balloon in a res dent room,

On April 11, 2014, after the investigative
visit of APS, the Administnitor did not
substantiate any allegation of atuse based on
interviews on March 13, April 10 and 11,
2014. Written statements were obtained on
May 9, 2014 from CNA #2, and CNA #3 and
on May 12, 2014 from houseker:per. The

FORM CMS-2587(02-99) Previous Varsions Obsolele - Evant [D:BIM711
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORR:CTION ! (%5)
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; DEFIGIENCY)
F 2925 Continued From page 5 H [ 295 wrillen statement of the housckeeper waé differcnt
. - . . e frem the other siaff members that wete present in the
and regquired extensive assistance with activities resident’s roomm as the new statement had sdditional .
of daily living. - - L information added, The: Administraigr’s interviews '
condueted on March 13, 2014 wag wit 1essed by DON
Review of an untifled facility report dated April 10, with CNA’s & Housckeeper. On May 9, 2014 the
2014, revealed the facility was informed by an gg“;;,‘:f:}?:;;‘i’f“;’é’;‘t":n:m‘i‘:;"en stitement of the
investigator from Adult Protective Services (APS) ’ ) =
of a"egat[ons of at'.luse Df Fesident #92 by'CNA Altachmcms #l: Wriitcn Sﬁltﬂmt‘.ﬂl ﬂf CNA‘S #2'
#8. Continued review revezled an allegafion CNA #3, DON and Housckeeper.
#6 inserted the fingers of a partially inflated latex .
. : : " Op Aptil 23, 2614 the Administretor and DON
glove inio the mquth of the resident while ma'kmg visited with he Responsibla Parly of (10 resident #92
sexually suggestive comments about the resident afler Survey conducted on April 21, 122, £23, 2014,
Lin the presence of four othar staff members. concerning repouts of allegations of atuse to resident
1 Continued review of the untitfed facility report 92,

revealed the facility did not suspend the dccused

| person(s) nor had the facility interviewed all Per ahuse, neglet,  misappropriatioa of property
otential withesses to the ali eged event protocol attached, the Adwministrator or Direclor of
. E{ t g i of the d " .l d th Nursing will be responsible for investigating and
' OIl'l.mue review ' 116 document revealed the © | timely reparting appropriate « pencics SER
] f}s:cﬂ;;y h'[ad not reportfi:[i the ragiegfeg occu:jrence fo POLICY ATTACHMENT #4,
€ iamily or responsibie party of the resi ent, nor o
had the facility informed the Stats Agency of the 0{' May 14, 2014 (he Administratee reported the
allegations, _ aflegation of abuse to the Departmi ;. of Healtl,

Health Care Facilities through th: RS online

. . . R nolification website,
Review of facility policy, Abuse Prevention

Program, undated revealed, *.. the Nursing Attachment #2: Copy of TRS report
Supervisor will...inform the Bepartment of Health, 2} On Ap .

. M N pril 28, 2014 DON and Administrator
Health Facilittes Regional Office by telephone...a interviewed alf interviewable resicents  for any

report of abuse has been received and an . possible abuse from CNA #1 & CNA <2 or auy other
investigation is beginning... submit a copy of the staff. No report of abuse was ideatifSed.
investigative report within 5 working days of the On May 1,8, 9, 12 & 13, 2014 the ADON and/ar
- | incident to the Department of Health...inform local HRD conducted wservices for all facil ty staff (RN's,
state and federal enforcement agencies as LPN's, CNA',  Housckeeping,  Loundry,

Maintenance, Dictary, Therapy staff, Zdminisiration,
Business Office) on abuse, misireatme at, neglect and
misappropriation of property emphasizing timely

required by law..."

Interview with the Director of Nursing on April 23, reporting, what §s abuse, apd who to teport to. Any
2014, at 3:35 p.m., in the chapel confirmed on staff not attending mandatory inservices wil] not be
: April 10, 2014, the facility was made aware of the allowed to work until they bave attende d (be nservice

ining. SEE STATF LIS - WUMENT #5.
allegations of abuse and failed fo report the raining. SEE STAEE LIST ATTAC HM

alleged occurrence to the State Agency,
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DEFICIENGY)
CAanf X . Deginaing May 1, 2014, all new cmpléyvees, will
F 225 Contnt)ued l.:me page 6 ' ) F225 complete training of the abuse, meglect, and
Interview with the Administrator, on April 23, misappropriation of property profacols theough b
2104, at 3:55 p.m., in the chapet confirmed-the . © - 1 -the ‘mnew- hire orientation- prace;s 1o ensure T
facility was aware of allegations of abuse on Aprii awareness of timely reporting, whet is abuse and
: 10, 2014, and failed to report the allegation to the who to report to. Cansuitants, volunteers and temp
State Agency. staff personne! have also been provided with a
copy of the newly revised policy to ensure
C/O #33500 . awareness of timely reporting, what js abuse and
226 483.1 3(c) DEVELOP/IMPLMENT ;’lﬁégi;f:?ﬁg I::Ei}f 1, 2014, the Adnvinistator wil}
85=D | ABUSE/NEGLECT, ETC POLICIES g :

monitor on a weekly basis any alleg: tians of abuse
and report them: to State within § working davs,

The facility must develop and implement-written. The weekly monitoring will be conducted for 3

policies and procedures that prohibit months.  All allegations of abuge, neglect and
mistreatment, neglect, and abuse of residents . - misapproprisiion of property will he reported to

and misappropriation of resident property. - QAPI committec quarterty and will urovide a brief
T - deseription  of any abuse, neglect: - zrd

misappropriation of property,

e 4). Beginning May 1, 2014 the Adwministrator and

This REQUIREMENT is not met as evidenced - DN will report o the quarterly O/ PE commitioe

b of any reporis  of abuse, neglect o ,
By - g dical rd . o £ i ) misappropriation of property. The Administrator .
ased on medical reco review, review of an will report to the Governing Bocy at its next
pntitlgd facility report, review of facrl!ty policy, and meeting conceming this monitoring ' 5 /{é? ldﬁ
interview, the facility faled to follow its policies on . N
abuse prohibition and prevention for one resident | F 226 483.13(c) -DEVELOP/IMPLEMIENT !
(#92) of twerty-nine residents reviewed. ABUSE/NEGLECT, ETC POLICIES ;
The findings included: 1) On April 25, 2014 the Adminish'-at: t reviewed the i
State end Federal reporting regulation ; to familiarize
. . . sell'with the regulations expected. On April 25, 2014
Resident #92 was ad,m'ﬂefd to the f'amllty _on the Administrator and Dircctor of Nusing reviewad
. | February 28, 2011, with diagnoses including and revised the facility policies and procedurres on
- | Alzheimer's Dementia, Depression, and Sefzure abuse investigation and reporting & ensure policy
Disorder. was ju complisnce with regutations  Per revised
) policy atlached, the _Administ;alor ar { ssignee will be
Medical record review of the Quarterly Minimum responsible for the investigation of al. altegations of
Data Set (MDS) dated il 14, 2014, revealed abuse, neglect, and usappropriaticl of prapery.
ata Set (MDS) dated April 14, <Ut4, reve: SEE POLICY ATTACHMENT #4.
the resident was severely cognitively impaired
and required extensive assistance with activities On May 9, 2014 tbe DON obtaised 2 written
of daily living. stalement from accused CNA #2, ane ONA #3 who

observed the ineident on March | 1, 2{ 14,

“ORM CMB-2587(02-09) Previaus Versions Obsolete Event ID; BIM7 11 ) Faclity ID: TN5302 il cotinuation shest Page 7 of 16
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- investigator from Adult Protective Services (APS)
| CNA #6 had inseried the

't about the resident in the presence of four other-
- staff members, Continued review of the untitled
‘facility report revealed the
| the acoused persen{s) nor
| interviewed all potential witnesses to the allegad
- {event. Continued review of the untitied facility
i report revealed the facility had not reported the -
- | alleged occurrence to the family or responsible
~i parly of the resident, nor had the facility informed
-j-the State Agency of the allegations,

"Lt Review of facility policy, Ahuse Prevention

1.Supervisor will...Suspend from em ployment
~ J-andfor remove from the premises any person
-t who alleged to have committed ta the

| ococurrence...complete an incident Report and

~4 faeility...Administrator or

.- | @nsite interview...observations., .affidavits taken
i from persons who may have knowledge of the
- alleged incident...inform the Department of

1 and an investigation is beginning...notify the
- family or responsible party...keep the family or
responsible party informed...submit a copy of the

| state and federal enforcement agencies as

Review of an untitled facility report dated Aprif 10,
2014, revealed the facility was informed by an

of allegations of abuse of resident {(#92) by CNA
#6 which included allegations on March 12, 2014,
fingers of a partialty
inflated latex glove into the mouth of the resident
while making sexually sugg2siive comments

facility did not suspend
had the facility

Program, undated revealed, "...the Nursing

compile a list of staff and visitors presently in the
Director of Nursing

wilk...thoroughly investigale...aliegatfons...through

Heaith, Health Facilities Regional Office by
telephone...a report of abuse has been received

investigative report within 5 working days of the
incident to the Department of Health. .inform técal

.the accuser, housekeeper wha observed the

X4 1D . SUMMARY STATEMENT OF DEFIGIENCIES o} , PROVIDER'S PLAN OF CORBEGTION o5 -
PREFIX - AEACH DEFRICIENCY MUST BE PRECEDED BY FULL- PREFIX {EACH CORRECTIVE ACTION SHOULR BE COMPLETION °
TAG - - -~ REGULATORY OR LS I2ENTIEY NG INFORMATION) - TAG CROSS-REFERENCED TO THE AF PROPRIATE DATE
DEFICIENCY?)
F 226 | Continued From page 7 [ Foog! Ou May 12, 2014 the Human Resource

Director obtained a written stitement from

incident on Makch 11, 2014. Tlie Human
Resource Director also requesied a written
statement from housekeeper couceming their
meeting with Administrator on April 11,
2014,

On May 9, 2014 DON attempted to obtain
CNA  #4  written statemert of their
observation of the March 11, 2014 incident
but was unable to be obtained dite to CNA, #4
termination on March 21, 2014,

On May 9, 2014 the Administrator obtained
a written statement fiom the DCN wha was a
withess to the interviews conducted by the !
Administrator on March 13, 2014 of the
accused CNA #1 & #2, CNA #3 withesses
and housclkeeper witness.

On May 9 & 12, 2014 the Husijan Resource
Director andfor DON conducte3 one on ole
meeting with CNA#2, & #3 and housckeeper
concerning the timely reporting >f allegations
of aluse,

Or March 13, 2014 the Administrator
conducted an interview with tINA #1, the
CNA #) was terminated based on their
admissior of horse playing with a latex glove
blown up tike a balloon in a vesident room.

On April 11, 2014, after the investigative
visit of APS, the Administritor did not
substantiate any allegation of almse based on
interviews on March 3, April 10 and 11,
2014. Written statemenis were obtained on
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F 226 conti Y May 9, 2014 from CNA #2, and CNA #3 aid onMay
Com‘.mued From E age 8 F _226 12, 2014 from housekeeper. The writien statement of
required by law.,, the housckeeper was different from the other staff
- R . - - ‘miembers that were present in the res.dent’s'room as
interview with the Director of Nursirig (DON) on the new statement had additional infe amation added.

Aprit 23, 2014, at 3:35 p.m., in the facility chapel The Administrator’s interviews cond) eted on March

confirmed on April 10, 2014, the facility was made a8 Wimessed by DON with CNA’ &
£ the all ti f ab d failed t Housekeeper. On May 9, 2014 tle Adsministrator

aware of the a egations of abuse, an alléd o obtained a written statement of the DON’s witness of

suspend the accused em pioyee(s) pending an that meeting,

investigation of the incident, failed to document

the facility investigation of the incident, failed to Attachments #%: Written statemer: of CHNAg #2,

notify families or responsible parties of the #3, DON and Housckocper.

residents involved, and failed to follow the : - -

eries . ’ ) \ . On April 23, 2014 the Adminisizitor apd DON

facilities po{lc-tgs refated to abuse reporting and visited with the Respousible Party of the resident #92

abuse prohibition. after Survey ‘conducted on April 21, 22, £23, 2014
. concerning reports of allegations of atmse (o resident

- { C/O #33500 : #92.

F 280 483.20(d)(3), 483.1 O(k)}2) RIGHT TO o o .

" §8=D PART'C'PATE PLANNING CARE-REVISE cp On May 14, 2014 the Administrate s eported the

i

The resident has the right, unless adjudged
Incompetent or otherwise found to be
incapacitated under the Jaws of the Siate, to
participate in planning care and treatment or .
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the com pletion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with respansibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
tegal representative; and periodically reviewed
and revised by a team of qualified persans after
each assessment.

allegation of abuse to the Department ¢f Health,
Health Care Facilities through thz IRS online
natification website.

Attachment #2: Copy of TRS report

2) On April 28, 2014 DON and Administrator -

interviewed aHl interviewable resifenis for any
nossible abuse from CNA #1 & ONA 42 or any other
staff. No report of abuse was identifi-«d.

On May 1, 8, 9, 12 & 13, 2014 the ADON andlor
HRD conducted inservices for alf faci ity staff (RN"s,
LPN's, CNA’s, Housckeepin gz, - Laundry,
Maintenance, Dictary, Therapy staff, Administration,
Business Office) on abuse, mistreutan;nt, neglect and
misuppropriation of property emplasizing thnely
reporting, what is abuge, and who i report to. Any
staff not attending mandatory inservices will not be
allowed {0 work until they have attend sd the inservice
training. SEE STAFF LIST (ATYA CHMENT A,
Beginning May 1, 2014, all new nmployees will
complete ftraining of the abuse, neglect, and
misappropriation of property protocals through the
new hire orientation process to ensmc awareness of
timely reporting, whal is abuse and who to report o,
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| 1
. f
- p . Consultants, volanteers und temp tafi” eryonnel
F 280‘ Continued From page 9 * have also bean provided with a c{;pf of tﬁe newly
revised poliey to ensure awareniss of fimely
S R L - e reporting, what is abuse and who to r port 1o, -
gh.'S REQUIREMENT s ot met as evidenced 3} Beginning Muy 1, 2014, the Adirinistentor will
¥ . . . manitor on a weekly basis any allepsitions of abuse
Based on medicat repord réview, observahon, and repert them to Siate within 5 woriting days. The
and interview, the facility fafled to revise the Cara weekly manitoring will he conducted for 3 months.
Plan for one (#76) of twenty-nine residents
reviewed. Beginning May 1, 2014 ihe HR Chordinator and
. DON will monitor ail investigabsd reports of
. . . allegations of abuse, neglect misap proprintion of
The findings m_CIUdEd‘ . . property for compliance of policy avi procedure to
. S . ensure immediate suspension of acensed em loyees
| Resident #76 was-admitted to the facility on and written 'staln:rru::nl;fs3 ave obfained [rom allppm'ties
| August 28, 2012, with diagnoses including invoived. This monitorinig will cotitinie for 3 months
-| Dementia with Depression, Anxiety Disorder, or unti! substantial eompliance is obtzined.
Chronic Pain, PO[ymyargia Rheumatica' All - allegations . of  abuse neglect alnd
Osteoporoms, Hypertension, Hypothyroidism, misapprapriation of property will bo teported o
Anetnia, and Glaucoma. - QAPI committes quinterly and will |wovide a brief
description  of any  abuse, neglect  and
Medical record review of nursing notes dated misappropriation of property.
September 8, 2013, at ©:45 a.m., revealed "Call o : L
to resident room by staff, on arrival to room ;}bﬁcg;;}mng r}\é;:}yﬂjé qzuri-:e tﬂeéﬁ ?1:;str31[$:e:2(;-
X . will repo; e quaster HI B
anmher.nur_se? 'f”as pres_em' Resident was lying any reports (ff abuse, neglect or misanpropriation of
on her right side with-knee bent. C/o property and compliance with facility poficy of
{complained of} pain to (L) (lef) hip and (L) Abuse, Negleel and Misappropriation.  The
elbow. On assessment resident refused to roll on Adniinistrator will ceport 1o the Govirning Body at 3t
| back because of pain in left hip..." its next meeting conceming this monit aring, 5 Mg ‘L]"
Medical record review of a nursing note dated F 280) 483.20(a)3), 483.4 0(1)(2) REGH’T TO
. | September 8, 2013, at 1:20 p.m., revealed PARTICIPATE PLANNING  CARK-
- "Called (hospital) ER (Emergency Room) and REVISE CP -
was told By...that resident was being admitted 1) On April 23, 2014 the 'Care Phen Coortlinator
with {L) hip fracture." <corrected the Care plan of Resident #75 to include the
- abduetion pillow to be maintained white at rest and
Medical record review of the hospital Physician's posterior hip precentions.  One on ane teachable
orders dated September 12, 2014, revealed the momient with the Care Plan Coordinator was
resident had a hip fracture and was o have an conducted by the DON on May 12, 2014 1o review
abduction pillow while at rest and posterior hip the itnportance of having accurite care plans to
precautions were to be followed. ensure praper care is provided by stafi!
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F 280! Continued From page 10 F 280! - )
| Medical record review of the Care Plan, updated é)a rg;ffglfi’f?f t(:r.Ma::ii:;']’ 29.‘1:14 thf
on September 12, 2013, revealed na la’ mnatorreviewtd all residents
documentation to address the resident's need for care p'aus to ensure that all pliysician orders
the abduction pillow or posterior hip precautions. Were reflected. No variances 'vere found.
3} Beginning May 1, 2014 he DON will
Observation an April 22, 2014, at 11:40 a.m., Teview all new admissions’ care plan per
revealed the resident seafed in a pedal chair with month for a period of 3 months to ensure cars
[ @ seat belt alarm in place, plans are accurate and timely.
) . ) 4) Beginning May 1, 2014 1he DON will
; Interview on April 22, 2014, at 1:10 p.m., with the report to the QAPT committee :he monitoring
Rehabllite_lt;on Director, in the conference room, outcomes of care plan at e next quarterly
revealed if a resident had orders for posterior hip scheduled QAPI Committee snectin The
precautions when the resident was seated in a Administrator will renort to the G s 2
chair the resident's position was o be straight up :}nm ator will report to the averning
at one-hundred-eighty (180) degrees. Bo y af s next mesting concerning this 5/,{0/}{_1
menttoring.
Interview with Registered Nurse #1 on April 22,
2014, at 5:45 p.m., in the conference room
confirmed the Care Plan was not revised to
include abduction piltow while at rest or the
posterior hip precautions..
ClO #32641
F 282 i 483.20(k)}3)(il} SERVICES BY QUALIFIED F 282 483.2000(3)(ii) SERVICES BY
$8=0 ; PERSONS/PER CARE PLAN | QUALIFIED = PERSONS/PER * CARE
! . PLAN e
The services provided or arranged by the facility L
must be provided by qualified persons in 1) Upon being made aware of the unplugged
- ; Accordance with each resident's written plan of matiress on April 23, 2014 th: wound care
care. nurse immediately plugged the mattress into
the electric outlet, Woune care nurse
i . . serviced the direct care staf* (IL.PN's and
-lb_;’_‘s REQUIREMENT is not met as evidenced CNA's) immediately assigned;-to care for
Based on medical record review, observation, resident #66 on proper use of th: ajr mattress, :
and inferview, the facility failed to im plement the
care plan for one resident (#66) of twenty-nine
residents reviewed.
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The findings includeg:

23, 2013, with diagnoses including Coronary

Disease, Chronic Heart Failure, and Diabetes.

Medical recard review of the Order Summary

dated June 7, 2013, revealed the identified
problem of "At risk for skin Breakdown and the
intervention of "Air mattress on bed-check
monthly for placement” included.

Observation on April 23, 2014, at 1:40 p.m.,

nursing stafion. Further cbservation revealed
: resident to be placed in bed for personal care.

Observation with LPN #4 on April 23, 2014, at
2:00 p.m., In the resident's room, revealed the

revesled the air mattress on the resident's bed
was not plugged in and was not inflated.

Interview with LPN #4 on April 23, 2014, at

facility had failed to follow the care plan,

Resident #86 was admitted to the facllity on May

Arlery Disease, Chronic Obstructive Pulmonary

Report dated March 29, 2014, revealed, an order
dated October 13, 2013, for "Air mattress to bed.” |

Medical record review of the resident's care plan

revealed the resident sitting in a therapeutic chair
in the lounge area cutside of the A, B, and C wing |

: Licensed Practical Nurse (LPN} #4 requested the

resident lying in a fow bed. Further abservation

2:00pm., in the resident's raom, confirmed the air
mattress on the resident's bed was not inflated.

Interview with the Assistant Director of Nursing
and the Director of Nursing on April 23, 2014 at
5:48 p.m., in the conference roorm, confirmed the

X4y ID SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORIECTION _ + 1) pts)
FREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD pE | COMPLETION
vag ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE | DA
o DEFICIENCY)
F 282; Continued From page 11 F 282

2) On May 9, 2014 the wound care nurse and |
DON  checked all residents  with  ajr
mattresses (o ensure smattresse:. were-working
properly. The wound care nirse inserviced
ll nursing staff on use of air mattress
beginuing May 12, 2014, '
3) Beginning May 1, 2014 ths charge nurse
will document on the treatment sheet each
shift that air matiresses are woking properly.
This will continue for 3 months,

4) Beginning May 1, 2014 the DON will
report to the QAPI committee 1he monitoring
outcomes of air mattress checks at the next
scheduled  quarterly QAP committee
meeting. The Administrator wilt reporet to the
Governing Body ar jis ext meeting
concemning the menitoring.

5/ichy
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§8=C | INFORMATION

! The facility must post the faliowing information on !
a daily basis:
o Facility name.
0 The current date,
0 The total number and the actual hours worked
by the following cafegories of licensed and
: unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses, .
- Licensed practical nurses or licensed
vocational nurses (as definad under State law),
- Certified nurse aides,
0 Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

¢ In a prominent place readily accessible to
residents and visitors,

The facility must, upors oral or written request,

make nurse staffing data avaitable to the public

for review at a cost not to exceed the community
standard.

' The facility must maintain the posted daily nurse
" ! staffing data for 2 minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT s not met as evidenced
by

Based on review of the posted nurse staffing
data and interview, the facility failed to correctly
post the nurse siaffing data.

XD SUMMARY STATEMENT OF DEFICIENGIES [ o PROVIDER'S PLAN OF CORRECTION . {ks)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE /\PPROPRIATE DATE
‘ BERICIENGYY}
F 358 483.30(e)} POSTED NURSE STAFFING F 356

'483.30(¢) POSTED NURS]! STAFFING
INFORMATION

I} Upon being made awan: of incorrect
staffing data information on April 21, 2014
the DON immediately correctzd the staffing
information. Qn April 21, 2014 the DON
conducted one on one teachabl moment with
the individual responsible for posting nurse !
staffing data on each shift on how to count |
- bours per scheduled nurse per shift. .
2} On May 13, 2014 the ADO N and staffing
individual responsible for data, reviewed the
past 2 weeks staffing notices to Ensure
information was posted correct ly.
3) Beginning the week of May 12, 2014 the
previous day’s posted staffing sheets will be
reviewed by the ADON for carrect data
posting for a period of 6 weeks or more often
until 100% compliance of cirrect data is
posted with no errors.
4} Beginning May 1, 2014 t1e DON will
report to the QAPI commitice t1e monitoring
cutcomes of posted staffing dila at the next
scheduled quarterly QAPI  committee
meeting. The Administrator will report to the

Governing Body at its * pext meeting -
conceming this monitoring. 5, /fo H‘
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program, or a com
approved by the State as ‘meeting the
requirements of §§483.151
or that individual has been
competent as provided in §483.150(a)

A facility must not use on a temporary,
leased, or any basis other than a perm
employee any individual who does not
reguiraments in
this section.

i furnish services to
assistants as defined in §488.3

; completed a training and competency evaluation
pefency evaluafion program

~483.154 of this part;
deemed or determined

paragraphs (e}(2)(i) and (i) of

Nurse a}des do not include those individuals who
residents only as paid feeding
01 of this chapter.

and {b).

per diem,
anent
meet the

of nurse aide Gainees and those in the
previous classes faught in 2014 were
identified. The identified aclive nurse aides
will be reimbursed for any ctarges for the
program. Reimburscment will be completed
by May 22, 2014, -

2) As of May 8, 2014 this new policy
¢ agreement will be applied to.nll nurse aide
students,

3 AsofMay 12, 2014 the Administeator will
ensure that all students acceited into the
NAT program will receive a copy of the
revised NAT program agreemont, HR will
ensure that document is inclugive in the
personnel file folder.
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| The findings included:
Observation an April 21, 2014, a1 8:30 a.m., of the | !
posted nurse staffing data revealed there were
four Registered Nurses on duty and eight
Licensed Practical Nurses.
Interview with the Director of Nursing on Aprif.21,
2014, at 9:05 a.m., in the hallway, revealed there ;
were only three Registered Nurses on duty and
Seven Licensed Practical Nurses, and confirmed
the nurse staffing data was nat correct, ,
F 494 | 483.75(e)(2)-(3) NURSE AIDE WORK > 4MO - FA494; A483.75(e)(2)-(3) NURSE AINE WORK>4
§8=D TRAININGJ’COMPETENCY MO—TRAH\(ING.’COMPETE NCY :
S DO 8, 2014, the Ni Aide Traini
A facility must not use any individual working in piog;axay Iustmcmre l::ls; in’al'i: drramtgg
the facility as a nurse aide for more than 4 requirer ent for nurse aide st d; ts 1 £
months, on a full-ime basis, unless that Individual Wgr““kb"'u‘o“ks E’w‘“‘ e:j ‘I‘ =i to-pay °f
is competent to provide nursing and nursing s%¢ new policy agreemen !
related services; and that individual has attached). On May 8, 2014 thi; current class
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This REQUIREMENT is nat met as evidenced
by

Based on review of the CFR Tifle 42, Volume 3,
PART 483 Requirements for States and Long
Term Care Facilities (Nurse Aide Training
Programs), review of the facility Nurse Aide
; Training Program, facility document, and
interview, the facility failed to ensure no nurse:
aide was charged for any portion of the program.

The findings included:

Review of the Requirements for States and Long
Term Care (LTC) Nurse Aide Training
Requirements reveaied, ",..Sec. 483.152 {c)
Frohibition of charges. (1) No nurse aide who is |
employed by, or who has received an offer of
employment from a facility on the date on which
the aide begins a nurse aide training and
competency evaluation program maybe charged
for any portion of the Program (including any fees
for textbooks or other required course materiat,

Review of a facllity document prepared by the
Assistant Administrator revealed thirty studenis
had received training through the Nurse Aide
Training Program in the last year and twenty-eight
of those students were charged for the
workbooks.

Interview with Certified Nursing Assistant (CNA
#12) on April 23, 2014, at 4:45p.m., on the A
hallway revealed *.. .had to pay for the work book
for the class taken in 2012."

Interview with CNA #13 on April 23, 2014, af |

compliance with the new agre xment and will
report compiiance to the Adiy inistrator on a I
monthly basis for 6 months. The I
Administrator wi]} provide a quarterly repoit |
on compliance with the neys Nurse Aide
Training program policy agriement at the
next scheduled quarterly QAPI committee
meeting and for the next 3 quatterly meetings
following. The Administrator will report to
the Governing Body at its next meeting
concerning this monitoring,

ATTACHMENT #3: NaAr POLICY F%a/ ]l_’,

AGREEMENT
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4:55p.m., on the B hallway revealed "...had to pay '

for the workbook for the class taken in 2012."

interview with the Director of Nursing and the
Nurse Aide Training Program Coardinator, on
; Aprit 23, 2014, at 510 p.m., in the ¢chapel - :
confirmed the facility had charged the students
for the workbooks.
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